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Abstract 
Comparing Two School-Based Methods for Identifying Behavioral and Emotional 
Risk in Youth: Traditional Identification Practices and Self-Report Universal 
Screening 
Benjamin Judd Paly, M.A. 
The University of Texas at Austin, 2019 
Supervisor: Erin Rodriguez 
 
Traditional identification methods in schools for determining students at-risk for 
emotional and behavioral disorders tend to rely on teacher referral. There is evidence that 
systematic approaches to screening for emotional and behavioral risk more effectively 
capture the full range of internalizing and externalizing symptoms and are less vulnerable 
to biases. The proposed study seeks to compare traditional identification methods for 
identifying youth with elevated behavioral and emotional risk (BER) with a self-report 
universal screening procedure in a school setting. The study will explore discrepancies 
between the two identification methods, including the degree to which they 
agree/disagree on “at risk” students, the racial/ethnic, socioeconomic status (SES), and 
language characteristics of identified students, and the presenting symptoms of students 
identified via the two methods. It is hypothesized that the two identification methods will 
frequently disagree on the risk status of individual students and that patterns based on 
racial/ethnic background, SES, language status, and symptom presentation will emerge. 
Data will analyzed using chi-squared goodness of fit, one-way repeated measures 
ANOVA, and Cohen’s kappa coefficient.  
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 1 
Introduction 
Approximately one in every 4 - 5 youth meets the criteria for a mental health 
disorder that causes impairment over the course of their lifetime (Merikangas et al., 
2010). Youth with mental health disorders are more likely to experience numerous 
negative long-term outcomes that affect quality of life, including academic failure, 
economic hardship, and poorer physical and mental health in adulthood (Bradshaw, 
Schaeffer, Petras, & Lalongo, 2010). Studies have consistently found that early 
prevention for youth at elevated risk for emotional and behavioral disorders is more 
likely to lead to successful outcomes and is more cost-effective than allowing early risk 
to develop over time into psychopathology (Saxena et al., 2004). Schools are considered 
by many to be an ideal place to identify youth mental health needs because of their 
universal coverage (Dowdy, Ritchey, & Kamphaus, 2010). Schools typically identify 
students through a teacher-initiated referral process that relies heavily on teacher 
discretion (Kalberg, Lane, & Menzies, 2010). In recent years, there has been a trend 
towards a school-based public health model that includes universal screening for 
emotional and behavioral risk (Albers, Glover, & Kratochwill, 2007). However, recent 
surveys suggest this model is still only utilized in a small minority of schools across the 
country (Bruhn, Woods-Groves, & Huddle, 2014).  
The following proposed study addresses a key aspect of the provision of mental 
health services: the early and accurate identification of behavioral and emotional risk in 
youth. The proposed study will investigate how the results of a universal screening 
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procedure for the identification of behavioral and emotional risk compares with 
traditional identification practices that are widespread in schools today. The proposed 
study will first investigate disparities in identification rates through traditional 
identification methods based on student characteristics such as racial/ethnic background, 
socioeconomic status, and language status. The research questions also include direct 
comparisons between traditional identification practices and universal screening to 
determine the extent to which identification rates differ based on racial/ethnic 
background, socioeconomic status, language status, and symptom presentation. Finally, 
the researchers will conduct analyses on the level of agreement between the two 
identification methods. Results of the study will contribute the literature on the school-
based identification of mental health needs in youth and the potential benefits of a 
universal screening procedure. 
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Integrative Analysis 
EMOTIONAL AND BEHAVIORAL DISORDERS 
Emotional and behavioral disorders (EBDs) encompass a broad, 
multidimensional range of difficulties related to youth mental health, and include but are 
not limited to externalizing disorders, mood disorders, anxiety disorders, and psychotic 
disorders (Rutherford, Quinn, Mathur, Rutherford Jr., & Rutherford Jr., 2014). Students 
with EBDs often struggle to build and maintain relationships with adults and peers, 
develop self-awareness and emotion regulation, adhere to rules of conduct, and complete 
age-appropriate academic work (Halfon & Newacheck, 1999; Wheeler & Mayton, 2014).  
 There is an urgent need to meet the mental health needs of youth (Mitchell, 
Tynes, Umaña-Taylor, & Williams, 2015). Early social-emotional and behavioral 
challenges are associated with a multitude of negative long-term outcomes, including 
poor academic performance, school dropout, substance abuse, early pregnancy, 
unemployment, and socioeconomic disadvantage in adulthood (McLeod & Kaiser, 2004; 
Mitchell et al., 2015; Sheridan et al., 2017). Youth mental health issues such as 
adolescent depression have been linked to poorer long-term health outcomes, including 
higher health-care utilization and increased work impairment due to physical health 
(Halfon & Newacheck, 1999; Keenan-Miller, Hammen, & Brennan, 2007). From a 
financial perspective, the burden of youth mental health challenges is substantial; when 
considering treatment costs, productivity losses, poor health, and criminal activity, the 
burden of youth mental health difficulties in the United States is estimated to cost $247 
billion annually (Griffith, 2010).  
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 Half of all lifetime mental health disorders start by the age of 14 (Kessler et al., 
2005). There is robust evidence to support the importance of early intervention for youth 
with or at risk for mental health difficulties (Saxena et al., 2004; Weissberg & Bell, 
1997). Preventative intervention when youth are at risk for a mental health disorder 
represents the most effective and cost-effective strategy for reducing long-term burden 
(McGorry & Purcell, 2009). Screening for EBDs represents one of the first steps in 
preventative efforts (Albers et al., 2007).  
Prevalence of EBDs 
The U.S. Department of Health and Human Services (DHHS) estimates that at 
least one in five youth has a mental health disorder at some point during childhood and 
adolescence, and that at least 10% have a serious emotional disturbance during this time 
period that dramatically affects their ability to function socially, academically, and 
emotionally (Brauner & Stephens, 2006).  
Anxiety disorders are the most common mental health disorder in children; 12-
month estimates range from 8.6% to 20.9% for any anxiety disorder (Costello, Egger, & 
Angold, 2005). According to data from the National Comorbidity Survey-Adolescent 
Supplement (NCS-A), a nationally representative sample of over 10,000 youths aged 13-
18, the lifetime prevalence of Major Depressive Disorder is 11% and the 12-month 
prevalence is 7.5% (Avenevoli, Swendsen, He, Burstein, & Merikangas, 2015). The 
NCS-A found that 9.6% of youth meet the criteria for a behavior disorder (Merikangas et 
al., 2010). Regarding diagnoses from a mental health professional, it is estimated that 
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nearly 8% of children in the United States have been diagnosed with anxiety or 
depression, and 5.4% have been diagnosed with behavior or conduct disorders 
(Ghandour, Kogan, Blumberg, Jones, & Perrin, 2012). 
Sociodemographic Variations in Prevalence of EBDs 
 There is an ongoing discussion about the associations between race, ethnicity, 
socio-economic status, and other sociodemographic variables and the prevalence of 
mental health morbidity (Williams & Earl, 2007). Large epidemiological studies have 
shown relatively similar prevalence rates for major classes of mental health disorders 
across racial and ethnic subgroups (Merikangas et al., 2010). Other studies have found 
small variations in prevalence rates based on racial and ethnic background (Alegría et al., 
2012; Breslau, Kendler, Su, Gaxiola-Aguilar, & Kessler, 2005). A review of psychiatric 
disorders using data from the NCS-A determined that Hispanic youth had a lower 
lifetime risk of substance use than Non-Hispanic white individuals, and that Non-
Hispanic black individuals had a lower lifetime risk for mood, anxiety, and substance use 
disorders (Breslau et al., 2005). Research from the Center for Disease Control (CDC) 
suggests higher rates of suicidal ideation and attempted suicide in Latino adolescents 
when compared to Non-Hispanic white and black youth (Center for Disease Control, 
1999). Within the Latino subgroup in the United States, researchers found an increased 
rate of psychiatric disorders among US-born, English language proficient, and third 
generation individuals (Alegría et al., 2012). A study of Mexican-Americans similarly 
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determined that US-born Mexican Americans had significantly higher rates of mental 
health disorders than Mexican immigrants (Vega et al., 1998).  
 There is agreement in the field that low socioeconomic status (SES) is a risk 
factor for mental health problems. SES can be conceptualized to include an index of 
indicators such as household income, parental education, and parental occupation (Reiss, 
2013). A meta-analysis of 55 studies addressing the relationship between SES and mental 
health found that disadvantaged youth were two to three times more likely to develop 
psychopathology (Reiss, 2013). A systematic review of youth depression and anxiety 
specifically found that the prevalence of these internalizing disorders was 2.49 times 
higher in youth from low-SES backgrounds (Lemstra et al., 2008). More research is 
needed to understand the extent of variations in prevalence and the ways in which referral 
disparities, access to mental health services, and additional cultural and 
sociodemographic characteristics may influence the prevalence and treatment of mental 
health disorders (Flores et al., 2002).  
Access to Care 
A 2014 review of service use for mental, emotional, and behavioral disorders in children 
and adolescents found that only 45% of youth with a mental health diagnosis receive treatment of 
any kind, and 24% of those individuals receive care within the school system (Costello, He, 
Sampson, Kessler, & Merikangas, 2014). Given that access to mental health treatment is far from 
universal (Kataoka, Zhang, & Wells, 2002), the low use of services amongst even those who had 
access to a diagnosis represents a dramatic underutilization of mental health services in 
community and school settings across the general population. An analysis of a nationally 
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representative sample of children ages six to 11 determined that among children with EBDs, 
17.8% received both medication and psychosocial services, 28.8% received psychosocial services 
only, 6.8% received medication only, and 46.6% received neither service (Simon, Pastor, Reuben, 
Huang, & Goldstrom, 2015). Since the early 1990s, schools have been the primary care delivery 
setting for child mental health needs (Atkins, Cappella, Shernoff, Mehta, & Gustafson, 2017). 
The analysis by Simon et al. (2015) found that 18.6% of children with EBDs received services in 
school only, 11.4% received services in a community care setting, and 17.3% received 
psychosocial services in both settings.  
Academic investigations of the barriers to care for the treatment of mental health 
disorders have identified numerous obstacles that prevent the delivery of services, 
including but not limited to health insurance constraints, other financial concerns, a lack 
of transportation, the stigma of mental health services, and a lack of well-qualified 
providers (Committee on School Health, 2004). Even if families are able to initiate 
services, there is a significant association between barriers to care and dropping out of 
treatment  (Kazdin, Holland, & Crowley, 1997). Given these barriers to care in 
community settings and the universal nature of the school setting, there is an emerging 
consensus that schools are uniquely positioned to be a primary provider of mental health 
assessments and interventions for youth (Atkins, Hoagwood, Kutash, & Seidman, 2010).  
Disparities in Access to Care 
The National Institutes of Medicine defines disparity as “differences in treatment 
or access not justified by the differences in health status or preferences of the groups” 
(Smedley, Stith, & Nelson, 2003). Differences in health status between groups do not 
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necessarily represent a disparity; only differences that negatively and systematically 
affect an underprivileged group are classified as disparities (Dehlendorf, Bryant, 
Huddleston, Jacoby, & Fujimoto, 2010). Racial/ethnic minority children are more likely 
to have unmet mental health needs, including less overall access to care, delays in 
treatment, lower quality of care, and premature termination (Kataoka et al., 2002; 
Snowden & Yamada, 2005). As discussed previously, differences in service utilization 
rates are not a reflection of differences in prevalence rates amongst minority youth 
(Merikangas et al., 2010). Factors influencing this underutilization of services include 
practical barriers (e.g. insurance and language status) and cultural beliefs (e.g. attitudes 
towards care) (Guo, Kataoka, Bear, & Lau, 2014). An analysis of 2002-2007 nationally 
representative Medical Expenditure Panel Surveys (MEPS) data found persistent 
racial/ethnic disparities across multiple measures of mental health care usage, including 
any mental health care, any outpatient mental health care, and any psychotropic drug 
usage (Cook, Barry, & Busch, 2013). Another review of 2006-2012 MEPS data 
determined that black and Hispanic children averaged significantly fewer mental health 
visits than their White peers after adjusting models for other demographic characteristics 
(age, gender, geographic location), mental health impairment, and insurance status 
(Marrast, Himmelstein, & Woolhandler, 2016).  
 Additional factors, such as the location of service delivery, problem type, and 
critical points in the care process, provide further information on the nature of disparities 
in access to care. An analysis of Medicaid claims for 23,601 children found differences in 
service usage between racial/ethnic groups for both in-school and out-of-school service 
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usage; for all disorders, Hispanic children had significantly lower usage of in-school 
mental health services (Locke et al., 2017). However, racial/ethnic disparities in usage 
appear to be smaller in school settings than in clinical settings, suggesting that some of 
the barriers to care that minority parents face in seeking clinical services may not inhibit 
school-based services, and that schools represent a critical opportunity for addressing 
overall disparities in the provision of mental health services (Cummings, Ponce, & Mays, 
2010). Disparities also exist based on symptom presentation, and can be partially 
attributed to the perception that there is a greater need for intervention for disruptive 
disorders compared to internalizing disorders (Wu et al., 1999). Students are significantly 
more like to receive services for externalizing disorders, such as behavior disorders and 
attention-deficit hyperactivity disorder (ADHD), than for internalizing disorders, 
including anxiety and depression (Merikangas et al., 2011). Racial/ethnic disparities in 
service utilization also appear to be influenced by problem type (Gudiño, Lau, Yeh, 
McCabe, & Hough, 2009). A two-year longitudinal study of youth mental health services 
usage found that Non-Hispanic White youth were the only group for whom exclusively 
internalizing problems at baseline led to higher rates of mental health service usage, 
while minority youth with externalizing and/or comorbid problems at baseline were more 
likely to receive mental health services than their Non-Hispanic White peers (Gudiño et 
al., 2009). When considering critical points in the process of providing care, it appears 
that disparities in the initiation of services are a primary driver of disparities in overall 
mental health care usage, suggesting that policies to improve identification and reduce 
barriers to initial access to care are vital for reducing disparities (Cook et al., 2013).  
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TRADITIONAL IDENTIFICATION PRACTICES 
Throughout this study proposal, traditional identification practices will be used as an 
umbrella term to cover the most common ways in which students are currently identified in 
schools as needing mental health services. While there is variation in “typical” identification 
practices across school districts, they are often teacher initiated, and tend to rely heavily on 
patterns of office discipline referrals (ODRs) and teacher anecdotes about student behavior 
(Kalberg et al., 2010). Teachers spend substantial time with their students each day and are an 
invaluable resource for identifying students in need of behavioral, emotional, and academic 
supports (Anderson, Lubig, & Smith, 2012). However, a relatively unstructured, teacher-initiated 
identification process may result in challenges to equitable identification, due to biases against 
certain groups of students and biases regarding the necessity for treatment of different symptom 
presentations. These challenges will be discussed in more detail below.  
The concepts of disparity and bias both warrant examination in the context of typical 
identification practices in schools. Disparity in identification practices refers to the over- or 
under-identification of the mental health needs of certain groups of students in a way that 
systematically disadvantages underprivileged groups (Dehlendorf et al., 2010). Biases are errors 
based on beliefs and emotions, either conscious or subconscious, that are wrong or irrelevant and 
may adversely affect specific groups of people, such as those of a specific racial/ethnic group 
(Couchenour & Chrisman, 2016). In the context of identifying mental health risk, it is important 
to consider the ways in which biases towards certain racial/ethnic groups may be one source of 
disparities in the identification of mental health problems and the provision of mental health 
services. Other potential causes of disparities, including cross-cultural factors and socioeconomic 
variables, will also be discussed.  
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Numerous academic studies have documented the ways in which disparities exist in the 
school-based referral processes (Guo et al., 2014; Tenenbaum & Ruck, 2007). Disparities in 
discipline practices must also be explored because discipline patterns are often factored into 
traditional identification practices; patterns of ODRs are one way that students are typically 
flagged as potentially needing additional behavioral and emotional supports (Kalberg et al., 
2010).   
Disparities in Traditional Identification and Discipline Practices 
School-based disparities in identification and discipline practices based on student 
race/ethnicity have been extensively catalogued in academic literature (Martinez, 
McMahon, & Treger, 2016; Carter, Skiba, Arredondo, & Pollock, 2017; Krezmien, 
Leone, & Achilles, 2006; Silva, Langhout, Kohfeldt, & Gurrola, 2015). A study of Latino 
and Asian American youth found a significant direct effect of race and ethnicity on 
school-based mental health referrals after controlling for externalizing problems, school 
bonding, impairment, and academic performance (Guo et al., 2014). Latino students were 
four times more likely to be referred for mental health services than Asian American 
students (Guo et al., 2014). In a review of four meta-analyses on teacher referral 
practices, three of the four meta-analyses found a small but significant effect of 
race/ethnicity, concluding that Latino and African American students were more likely to 
receive referrals about negative behaviors and less likely to receive referrals for positive 
behaviors than their White peers (Tenenbaum & Ruck, 2007). A 2012 review of the 
National Comorbidity Survey Adolescent Supplement found almost no racial or ethnic 
differences in the identification of mental health needs by school personnel (Alegría et 
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al., 2012), which suggests that further research is needed on the extent to which race and 
ethnicity influences referral practices.  
Racial and ethnic disparities in discipline practices are well documented 
(Krezmien et al., 2006). Regression analyses of 2005-2006 discipline data for 364 
elementary and middle schools indicated that African American students were 2.19 
(elementary school) to 3.78 (middle school) times more likely to receive an office 
discipline referral for problem behavior than their White peers (Skiba et al., 2011). In a 
study of a school-wide behavioral intervention, Silva et al. (2015) found that African 
American and Latino boys were significantly more likely to receive a bad conduct report 
for safety or self-responsibility. The literature on this topic suggests that relying heavily 
on teacher discretion and disciplinary mechanisms for identification of mental health 
needs may disproportionately affect specific racial and ethnic groups. 
Implicit Bias 
 Teacher referral is the most common pathway for the identification of mental 
health needs, and is also considered one of the most vulnerable parts of the system to 
bias, as behavioral and performance expectations vary amongst teachers and it relies 
heavily on individual discretion (Severson, Walker, Hope-Doolittle, Kratochwill, & 
Gresham, 2007). There is evidence that teacher biases towards certain racial/ethnic 
groups of youth contribute to disparities in the identification of mental health needs and 
discipline practices (Skiba, Michael, Nardo, & Peterson, 2002; Tenenbaum & Ruck, 
2007). As explicit racial attitudes have become less biased in the latter part of the 20th 
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century and into the 21st century, racial inequality and discriminatory outcomes are now 
frequently linked to implicit biases (Devine, Forscher, Austin, & Cox, 2012). Implicit 
biases are unconscious and involuntarily activated beliefs that include negative 
evaluations of individuals based on their membership in a social group, such as a gender 
or race (Kelly, 2013). The effects of implicit bias can be situationally exacerbated, such 
as situations that involve ambiguity, time constraints, or cognitive overload, all of which 
frequently occur for teachers in the classroom setting (Staats, 2016). A review of the 
academic literature on implicit bias in the school setting reveals that implicit bias can 
influence teacher expectations for students (Tenenbaum & Ruck, 2007) and 
interpretations of behavior (Skiba et al., 2002). The review of meta-analyses by 
Tenenbaum and Ruck (2007) found that teachers had more positive expectations for 
White youth than their Hispanic and African American peers. During a task in which 
preschool teachers were given a vignette about a child, teachers kept their gaze on 
African American boys longer when challenging behaviors were described (Gilliam, 
Maupin, Reyes, Accavitti, & Shic). Additionally, there is evidence of differential patterns 
of treatment at the classroom level in which African American students are more likely to 
receive ODRs for infractions that are more subjective and open to interpretation (Skiba et 
al., 2011). An analysis of ODR data for over one million students determined that 
disparities in subjective ODRs (e.g. defiance), as compared to objective ODRs (e.g. 
truancy), disproportionately affected minority students and explained the vast majority of 
the variance in total ODR disparities (Girvan, Gion, McIntosh, & Smolkowski, 2017). 
Ferguson's (2001) ethnographic study of elementary school discipline found that teachers 
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perceived misbehaviors by African American male students as threatening and 
dangerous, while teachers perceived the same misbehaviors by White male students as 
developmentally appropriate. Amongst elementary school teachers, measures of explicit 
and implicit racial bias had a near zero correlation, which suggests that stated beliefs 
about equality may not be representative of subconscious influences on behavior, and that 
merely stating the intention of removing bias from the identification process is likely not 
enough to meaningfully reduce disparities (Van den Bergh, Denessen, Hornstra, Voeten, 
& Holland, 2010).  
Symptom Presentation 
 The existence of disparities in BER identification is complex and multifaceted. 
Several additional factors, including perceptions about the severity of presenting 
symptoms, cross-cultural and linguistic factors, and other sociodemographic variables 
warrant exploration. There is evidence that teachers minimize the risk associated with 
certain types of mental health needs and symptom presentations. In general, teachers tend 
to perceive internalizing/overcontrolled symptoms of depression, anxiety, and social 
withdrawal as less serious, less concerning, and less likely to be referred for assessment 
and treatment than externalizing problems (Chang & Sue, 2003). In a study in which 
teachers were given vignettes of students with internalizing and externalizing disorders 
and asked whether a referral was warranted, teachers did not explicitly state a bias 
towards one symptom presentation (Pearcy, Clopton, & Pope, 1993). However, the same 
teachers did report that they more frequently referred for externalizing problems in 
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practice; the authors suggest this is due to the realities of behavior management in the 
classroom, which prioritizes disruptive externalizing problems over withdrawn 
internalizing problems (Pearcy et al., 1993).  These patterns may partially explain why 
adults are more likely to recognize the need for treatment in children with externalizing 
disorders than internalizing disorders (Chavira, Stein, Bailey, & Stein, 2004).  
Cross-cultural Factors and Language Status 
 The cultural context of behaviors and interpretations of behaviors also warrant 
discussion, particularly as it relates to students whose families recently immigrated to the 
United States and are classified as English Language Learners (ELLs). Students who are 
non-native English speakers may present different behavioral and social skills than their 
native English speaking peers (Blatchley & Lau, 2010). Additionally, students 
experiencing the stresses of acculturation could present symptoms in the classroom that 
mimic signs of EBDs (Blatchley & Lau, 2010). There is a documented lack of 
professional development for teachers regarding working specifically with ELLs, and 
teachers cite systemic challenges such as communication with students and their families 
as a major obstacle to fully meeting their needs (Hansen-Thomas, Richins, Kakkar, & 
Okeyo, 2016). Other systemic factors, such as lower school-initiated parental engagement 
and limited support services to meet language needs, are documented and plausibly 
related to referrals for mental health services (Niehaus & Adelson, 2014). The researcher 
is unaware of any academic articles directly exploring the relationship between ELL 
status and teacher referral for mental health issues, but given the potential for cross-
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cultural misinterpretation and miscommunication, there is reason to suspect that this 
factor may influence traditional identification practices for BER.  
Socioeconomic Status 
Finally, the role of SES in traditional identification practices requires exploration. 
As stated previously, there is agreement in the field that low SES increases BER 
(Lemstra et al., 2008; Reiss, 2013). In the context of school-based identification of BER, 
SES as a risk factor for BER is complicated by teacher perceptions of students from low-
SES backgrounds. There is evidence that teachers hold lower expectations for students 
from low-SES backgrounds, particularly for males (Auwarter & Aruguete, 2008). 
Students from low-SES backgrounds are also more likely to have relationships with 
teachers that are higher in conflict and lower in closeness than their more affluent peers 
(McGrath & Van Bergen, 2015). Systemic factors related to SES also warrant discussion. 
Multiple studies suggest that parents of low SES students tend to be less engaged with 
their child’s school, which may be related to a lack of engagement efforts by the school 
as well as lower parent self-efficacy regarding advocating on behalf of their child in the 
school setting (Hill & Taylor, 2004). In addition, teachers of low SES students tend to 
have less experience and training than teachers working in higher income schools, which 
suggests they have less exposure to the spectrum of normal and abnormal behaviors 
(Barbarin & Aikens, 2015). Further investigation is needed to understand whether these 
teacher-level factors and systemic factors influence identification rates above and beyond 
the increased prevalence rates expected for low-SES youth.  
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Additional Concerns with Traditional Identification Practices 
 A review of the literature on traditional identification practices revealed several 
other potential obstacles to the effective identification of student mental health needs in 
the school setting. First, there is a concern that some teachers do not consider behavior 
problems and social-emotional development to be a part of their responsibilities, which 
could lead to under-reporting and lower referral rates in these areas (Severson, Walker, 
Hope-Doolittle, Kratochwill, & Gresham, 2007). Additionally, studies suggest there is 
usually a substantial time lapse, often five years or greater, between the recognition of 
initial behavioral or emotional symptoms by someone outside of the family and school 
personnel formally recognizing the need for specialized services (Duncan, Forness, & 
Hartsough, 1995). Furthermore, a survey of 152 high school teachers found that while 
they perceived that they were expected to identify internalizing symptoms in their 
students, they felt less capable of recognizing and accurately referring for internalizing 
disorders when compared to externalizing disorders (Papandrea & Winefield, 2011). 
Finally, attempts to avoid the stigma of labeling EBDs, the lack of services for identified 
students, and the emphasis on academics over social-emotional development all have the 
potential to hinder traditional identification practices in schools (Severson et al., 2007).  
UNIVERSAL SCREENING 
Over the past two decades, the academic world and schools across the country have 
invested resources in the development of multi-tiered systems of support (MTSS) models (Eagle, 
Dowd-Eagle, Snyder, & Holtzman, 2015). The MTSS model provides a comprehensive 
framework to address the diverse academic, social, emotional, and behavioral needs of students 
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through systematic supports that vary in intensity based on need (Utley & Obiakor, 2015). The 
authorization of IDEA in 2004 codified into federal law the national movement towards an 
emphasis on models of primary prevention in the school setting (C. R. Cook, Volpe, & Livanis, 
2010). Frameworks such as Response to Intervention (RTI) and School-wide Positive Behavioral 
Interventions and Supports (PBIS) have gained traction as data-driven models for serving the 
needs of an entire school population through primary, secondary, and tertiary supports (Gersten & 
Dimino, 2006). These models aim to use data to more effectively deliver services to a diverse 
group of students (Lane et al., 2011). The potential for systematic support structures is especially 
promising at the elementary level, as children are less likely to be significantly behind and growth 
trajectories are still being determined (Campbell & Ramey, 1995).  
A critical component of the MTSS model is universal screening (Albers et al., 
2007).  Universal screening is the systematic and standardized process of assessing an 
entire school population for predetermined criteria in specific domains (e.g. social-
emotional development, academics), with the goal of identifying “at risk” students in 
need of intervention (Donohue, Goodman-Scott, & Betters-Bubon, 2015). Universal 
screening data can be used to identify broad areas of need across a school population, 
which can lead to adjustments in schoolwide systems such as academic curricula or a 
mental health intervention model (Dowdy et al., 2015). Universal screening data can also 
be used to identify individual students “at risk” in one or more domains, who 
subsequently become the targets of secondary and tertiary interventions (Albers et al., 
2007). There is evidence that the majority of students identified via a universal screening 
procedure may not have previously been identified, and that screening can lead to 
increases in service utilization (Husky, Sheridan, McGuire, & Olfson, 2011). 
 19 
This shift towards MTSS and universal screening has largely occurred in the domain of 
academic screening (Cook et al., 2010). In 2014, a nationwide survey of 454 school or district-
level administrators representing a range of school levels, locales, and SES levels found that 81% 
indicated they used some type of academic screening tool (Bruhn et al., 2014). Typical academic 
screeners are curriculum-based measures that compare a student’s performance to established 
academic benchmarks three to four times a year (Kalberg et al., 2010).  
Universal Screening for Emotional and Behavioral Disorders 
The same principles that guide school-based academic screening, including its 
systematic and universal design, its implementation at regularly scheduled intervals, and 
its function of flagging “at risk” students, apply to universal screening for EBDs (Dowdy 
et al., 2010). School-based universal screening for EBDs attempts to capture broad 
indicators associated with mental health functioning, serving as an initial indicator of risk 
rather than as a diagnostic tool (Levitt, Saka, Hunter Romanelli, & Hoagwood, 2007). If 
the universal screening procedure is working effectively, it will identify students with 
elevated behavioral and emotional risk (BER), a term that captures a range of early 
symptoms of disorders that may later require special education placement or warrant a 
diagnosis (Kamphaus, 2012). Screening and early identification is a first step towards 
offering necessary additional services rather than an end goal (Dowdy, Kamphaus, 
Twyford, & Dever, 2014). Given the critical importance of early intervention for 
ensuring positive outcomes for children, universal screening has the potential to be an 
integral part a more effective 21st century mental health system (Weist, Rubin, Moore, 
Adelsheim, & Wrobel, 2007). Mental Health America, the American Academy of 
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Pediatrics, and the United States Preventative Services Task Force are just a few of the 
numerous organizations that have endorsed mental health universal screening for youth in 
either school or clinical settings as a best practice (Mental Health America, 2013).  
Universal screening and early identification of mental health needs are essential 
components of a MTSS designed to serve all students with the necessary supports to be 
successful (Albers et al., 2007). Despite the growing popularity of MTSS to address 
academic needs, relatively few schools have expanded this framework to include 
monitoring of emotional and behavioral risks (Bruhn et al., 2014). In 2005, only 2% of 
schools reported using universal screening tools that went beyond academic domains 
(Evans, 2005). In 2014, the nationwide survey of school administrators found that 12.6% 
of respondents indicated that their school or district conducted school-wide screening for 
BER (Bruhn et al., 2014).  These numbers suggest that universal screening for emotional 
and behavioral disorders is slowly gaining traction but is still only utilized in a small 
minority of schools. 
Status of Research on Universal Screening Tools 
In order to better understand the current status of academic research on tools available for 
universal screening for BER in the school setting, a literature review was conducted in May, 
2017. The researcher searched the Academic Search Complete, Education Source, ERIC and 
PsycINFO databases using the following search terms:  "universal screen*" OR "systematic 
screen*" OR “risk screen*” AND school* OR students AND social OR emotion* OR behavior* 
OR psychosocial OR "mental health" OR "mental disorders" OR "mental illness.” The search was 
limited to peer reviewed articles published since 1997. Out of a total of 1,079 articles, 87 
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empirical articles and 24 review articles were selected for further consideration because they 
included key words in the title or abstract related to universal screening, emotional and behavioral 
disorders, and the school setting.  
Several trends emerged from the review. Empirical articles tended to focus on the 
validation of tools rather than school outcomes associated with universal screening. 51 of the 87 
empirical articles focused on establishing psychometric properties for a screening tool. The 
empirical articles included the use of 31 different screening tools. The most common screening 
tool was the Behavioral and Emotional Screening System (BESS), which was used by researchers 
in 24 of the 87 empirical articles. Academic articles on the use of universal screening for EBDs 
also appear to focus primarily on the elementary school setting. 60 of 87 empirical articles 
included elementary schools, compared to 24 studies that included middle schools and 21 studies 
that included high schools. The screening tools most often used in the reviewed articles relied on 
teacher report. 73 of the 87 articles included a teacher report, and the teacher was the only 
reporter in all but 8 of those studies. Comparatively, 7 studies incorporated a parent report and 15 
studies incorporated a student report.  
Validated Tools 
A multitude of validated tools for assessing BER through a universal screening process 
are currently available, and new tools are continuing to be developed (Dever, Raines, & Barclay, 
2012). These tools vary in terms of the robustness of the evidence supporting their usage, their 
format, the required reporters, and their current usage in schools (Feeney-Kettler, Kratochwill, 
Kaiser, Hemmeter, & Kettler, 2010; Jenkins et al., 2014). Given these variations, school 
personnel should consider the appropriateness for the intended usage, the psychometric 
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properties, and the usability of the instrument when selecting a universal screening tool (Glover 
& Albers, 2007).  
Commonly cited tools in the literature with evidence suggesting adequate psychometric 
properties include, but are not limited to, the Behavioral and Emotional Screening System 
(BESS) the Social Skills Improvement System Performance Screening Guide (SSIS-PSG), the 
Strengths and Difficulties Questionnaire (SDQ), the Systematic Screening for Behavior Disorders 
(SSBD), and the Social, Academic, and Emotional Behavior Risk Screener (SAEBRS) (Jenkins et 
al., 2014; Miller et al., 2015; von der Embse, Pendergast, Kilgus, & Eklund, 2016). Each of the 
tools listed above was included in at least three of the academic articles included in the review of 
tools available for universal screening.  
Typical Reporters and Informant Discrepancies 
 One of the decisions school personnel need to be make when considering options 
for a universal screening tool is who will be reporting (Dowdy et al., 2010). Some tools, 
such as the BESS and the SDQ, offer options for multiple reporters, including teacher, 
parent, and student self-report forms, while others, such as the SSBD, only include a 
teacher report (Jenkins et al., 2014). Additional decisions may need to be made regarding 
the logistics of soliciting responses from reporters. For example, within teacher reporters, 
decisions need to be made about whether ratings will be provided by an instructional 
teacher (e.g. academic subject teacher), non-instructional teacher (e.g. advisory 
supervisor), or both (Lane et al., 2011). Within instructional teachers, there is evidence 
that general education teachers and special education teachers may rate students 
differently, with special education teachers reporting lower levels of BER (Tanner, 
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Eklund, Kilgus, & Johnson, 2018). Some tools, such as the SSBD, use a multiple gating 
procedure, which includes multiple rounds of screening (Dowdy, Dever, Raines, & 
Moffa, 2016).  
 Discrepant reporting between different informants is a well-established 
phenomenon, and should be considered the norm rather than an aberration from the norm 
(Achenbach, McConaughy, & Howell, 1987). A metal-analyses of 119 studies on 
informant discrepancies in clinical settings determined that similar reporters (e.g. teacher-
teacher) tend to correlate around .6, two outside reporters (e.g. teacher-parent) correlate at 
roughly .28, and subject-informant reporters (teacher-child) correlate at approximately 
.22 (Achenbach et al., 1987). A recent analysis of universal screening data for BER using 
the SAEBRS and SDQ found interrater correlations between teachers to be 
approximately .7 for both instruments (Tanner et al., 2018).  
De Los Reyes and Kazdin (2005) proposed the Attribution Bias Context (ABC) Model as 
a framework for understanding informant discrepancies in a clinical setting. According to 
this model, discrepancies exist due to varying attributions regarding the cause of the 
behavior, perspectives on whether the behaviors warrant treatment, and the informant’s 
goals for the assessment process (De Los Reyes & Kazdin, 2005). If multiple reporters 
are included in a screening process, these factors related to reporting discrepancies should 
be considered.  
 It is important to consider the ways in which cultural differences may partially 
explain discrepancies between reporters (Lau et al., 2004). A student’s cultural 
background and language abilities should be considered to avoid the misinterpretation of 
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behaviors as maladaptive when they may be culturally appropriate (Dowdy et al., 2014). 
An analysis of parent, teacher, and student self-report data found that teacher-student 
discrepancies for internalizing behavior problems were higher for African American and 
Asian and Pacific Islander students than for White students (Lau et al., 2004). When 
conducting a universal screening procedure with a culturally diverse population, schools 
should consider factors such as language status, level of acculturation, and the 
psychometric properties of the instrument in multicultural settings (Dowdy et al., 2014).  
Mischievous Responding 
 An additional consideration when collecting student self-report data centers 
around the honesty of youth responses and mischievous responders. Mischievous 
responding describes an individual’s pattern of responses that includes extreme, 
untruthful answers to multiple responses, often indicating multiple high-risk behaviors in 
exceedingly unlikely combinations (Furlong, Fullchange, & Dowdy, 2017). There is 
evidence that mischievous responding, in addition to factors such as social desirability, 
unengaged responding, and response inconsistencies, can compromise the reliability and 
validity of youth survey responses (Cornell, Klein, Konold, & Huang, 2012). An analysis 
of over 1,800 high school responses to a universal screener for complete mental health 
found that roughly 2% of students could be classified as mischievous responders, which 
suggests that schools should be aware of the possibility of mischievous responding, and 
that untruthful answers are not universal enough to compromise the functioning of the 
system (Furlong et al., 2017). Schools could also consider the setting in which the self-
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report measures are completed; a review of student response patterns determined that 
more responses were flagged for invalidity when administered in a classroom setting with 
peers versus after class (Spirrison, Gordy, & Henley, 1996). Given that no high stakes 
decisions are being made based on universal screening data, the possibility of untruthful 
responding should be a factor for schools to be aware of rather than a critical obstacle for 
the universal screening process (Furlong et al., 2017).  
STRENGTHS AND DIFFICULTIES QUESTIONNAIRE 
There are several well-validated tools available for universal screening for BER 
(Jenkins et al., 2014). The guidelines for instrument selection outlined by Glover and 
Albers (2007) suggest that the primary considerations should be appropriateness for 
intended usage, technical adequacy, and usability. After reviewing all well-established 
instruments available for universal screening for BER in the school setting, the researcher 
determined that the self-report version of the Strengths and Difficulties Questionnaire 
(SDQ) is the most appropriate tool for the proposed study. The evidence supporting the 
SDQ with regards to its appropriateness for intended usage, technical adequacy, and 
usability is discussed below, as well as a brief comparison with other available tools.  
Appropriateness of usage 
The SDQ is frequently cited as an appropriate tool for universal screening for 
BER (Jenkins et al., 2014). Appropriateness includes alignment with the constructs of 
interest and population fit (Glover & Albers, 2007). The constructs of interest in the case 
of universal screening for BER are overall mental health functioning as well as broad 
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measures of internalizing and externalizing problems (Kamphaus, 2012). The SDQ 
includes an overall Total Difficulties score, as well as Emotional Symptoms and Conduct 
Problems subscale scores that capture these broad concepts of risk. With regards to 
population fit, the SDQ youth self-report was designed to be developmentally appropriate 
for 11-16 year old students (R. Goodman, Meltzer, & Bailey, 2003). In the context of 
universal screener for BER, the SDQ self-report is more appropriate than the teacher or 
parent report for several reasons. Self-report measures appear to be the best way to gather 
information about internalizing disorders, which are the most likely to be overlooked by 
traditional identification practices (Raines, Dever, Kamphaus, & Roach, 2012). In an 
analysis of a clinical sample, the SDQ self-report more accurately identified 
psychopathology than the parent report, largely because of the more accurate 
identification of internalizing symptoms (Kovacs & Sharp, 2014). The youth report also 
appears to be more usable, which will be discussed in further detail below.  
Technical adequacy 
The technical adequacy of the SDQ as a mental health screener in adolescent 
populations is well-supported in the literature. Numerous studies have supported the self-
report version of the SDQ as a reliable (Muris, Meesters, Eijkelenboom, & Vincken, 
2004) and valid (R. Goodman et al., 2003) measure of mental health in adolescents. The 
five factor model outlined by Goodman (1997) is generally well-supported by 
confirmatory factor analysis (Hoofs, Jansen, Mohren, Jansen, & Kant, 2015; Richter, 
Sagatun, Heyerdahl, Oppedal, & Røysamb, 2011) and there is evidence of adequate 
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discriminant and concurrent validity (R. Goodman et al., 2003; Muris et al., 2004). An 
analysis of criterion validity in a clinical sample determined that the SDQ classified 
psychopathology similarly to the Youth Self-Report (YSR) and Child Behavior Checklist 
(CBCL), two of the gold-standard broadband mental health screeners (Kovacs & Sharp, 
2014). The cutoff scores proposed by Goodman (2001) for the Total Problems score led 
to high specificity at 94% and low sensitivity at 23%. Other cutoff scores have been 
proposed for American samples that increase the sensitivity and decrease the specificity 
of the measure (Kovacs & Sharp, 2014). In the context of using the SDQ as a screening 
tool, high specificity would allow schools to confidently rule out students who do not 
need further screening or intervention. Finally, there is evidence supporting the SDQ’s 
usage in multicultural populations, as cross-cultural comparisons show more variance 
within populations than between populations, and norms from multiple populations can 
be used as culturally appropriate references (Achenbach et al., 2008).  
Usability 
 The usability of the self-report SDQ was a primary consideration given the 
limited number of schools currently conducting universal screening for BER and the 
perceived obstacles (Bruhn et al., 2014). School personnel have raised a variety of 
concerns about conducting a universal screening process for BER, including but not 
limited to the costs associated with a screening tool, personnel time needed to complete a 
screening process, ease of administration and scoring, and how to meet the needs of all 
identified students (Humphrey & Wigelsworth, 2016). The SDQ offers several 
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advantages when compared with other common universal screening tools. First, the SDQ 
is a free and publicly available instrument, which contrasts with the costs of other 
validated tools (Harrison, Vannest, & Reynolds, 2013). School personnel have the option 
to score the assessment by hand for free or with online software for $0.25 per screener. 
Additionally, the SDQ is a brief questionnaire that can be completed in roughly five 
minutes (Robert Goodman & Scott, 1999), eliminating concerns about lengthy 
assessments that take away class time. School-based mental health personnel report that it 
can be difficult to get teachers to follow through on completing measures (Connors, 
Arora, Curtis, & Stephan, 2015). A student self-report eliminates this barrier as teachers 
are not tasked with completing screeners for their entire class. The researcher was unable 
to find data on user perceptions of the SDQ youth self-report. However, research on the 
parent report suggests that it may be more a more acceptable tool than more intensive 
broadband measures such as the CBCL (Robert Goodman & Scott, 1999). A review of 
the social acceptability of the SDQ revealed multiple strengths of the SDQ, including its 
accessible reading levels and that it does not require a professional with an advanced skill 
set to interpret scores (Harrison et al., 2013).  
Comparing the SDQ with Other Available Tools 
 The SDQ self-report compares favorably with several other potential screeners in 
the context of this study. First, it is free to administer and there are both free and low-cost 
options for scoring. Cost is frequently cited as a barrier to universal screening (Bruhn et 
al., 2014), so the choice of a free measure increases the potential usability of the study 
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findings. Other available measures, such as the BESS, can cost hundreds or thousands of 
dollars depending on the number of reporters and school size. Second, the SDQ self-
report is a time-efficient measure that takes approximately five minutes to complete, 
which compares favorably with screeners such as the SSBD, which can take up to an 
hour per classroom (Harrison et al., 2013). Third, the psychometric properties of the SDQ 
are adequate for usage, and its high specificity (.94) when compared to the BESS (.64-
.82) and SRSS (.74-.95) is ideal for a screener that is designed to rule out students 
without BER (Harrison et al., 2013). Finally, the study aims to use a student self-report 
for the universal screening process. Several of the tools commonly cited in the literature, 
such as the SRSS, SSBD, and SAEBRS, only have teacher report forms.  
PREVIOUS RESEARCH COMPARING TRADITIONAL IDENTIFICATION WITH UNIVERSAL 
SCREENING 
 
While there appears to be sufficient evidence to validate multiple emotional and 
behavioral universal screening tools in the school setting, relatively little academic work 
has been done to compare the results of a universal screening procedure with typical 
identification practices. There is significant value in understanding any possible 
discrepancies, both as a means of adequately serving the needs of a school population and 
as a check on potential biases in the identification process. Several published articles 
begin to address this issue.  
Eklund et al. (2009) compared students referred through traditional teacher 
referral with a universal screening procedure. A student was classified as “at risk” 
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through traditional teacher referral if they received a referral to the school’s child study 
team, a referral for testing for special education eligibility, were currently enrolled in 
special education, or received non-special education services such as general-education 
counseling or in-class accommodations. Teachers completed the BESS for each student 
in the participating grades. 13 of the 24 students identified by the BESS had not 
previously been identified through traditional teacher referral. Students that were only 
identified as “at risk” by the BESS scored significantly lower on a measure of school 
engagement than students only identified by traditional teacher referral. Despite the 
robust design, the study has limitations. The demographic characteristics of the 
elementary school, which was 73% Hispanic or Latino, 68% socioeconomically 
disadvantaged, and 40% English language learners, provided potentially rich data for 
understanding the relationship between these characteristics and the referral process. 
However, no between group differences were analyzed for these characteristics. 
Furthermore, the relatively small sample size of 48 students suggests that power wasn’t 
sufficient to examine these comparisons, and that replication is necessary to further 
support the findings.  
Dowdy, Doane, Eklund, and Dever (2013) compared teacher nomination and 
screening practices to examine discrepancies in the identification process. They found 
that a structured rating scale identified more students as “at risk” than a nomination 
procedure. However, the teacher nomination process was based on a survey given to each 
teacher in which they were asked to list any students in their class that they believed were 
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at risk behaviorally or emotionally. The survey was essentially another form of universal 
screening and was not representative of typical identification practices.  
Eklund and Dowdy (2014) evaluated the ability of a universal screener to identify 
students at risk for emotional and behavioral disorders who might not have otherwise 
been identified through traditional teacher referral. Students identified through the 
teacher report BESS were compared to students currently receiving services at the school 
through traditional identification practices. The study spanned 20 elementary schools, 
which included 867 students and 216 teachers. Of the 160 students identified as “at risk” 
using the BESS, only 61 had been previously identified through a traditional referral 
process. The BESS also failed to identify a significant number of students who were 
previously identified by the school, which suggests that screening may need to be used in 
conjunction with a traditional referral process. Students identified by the BESS had 
significantly higher externalizing and internalizing symptoms than students identified by 
traditional referral. 
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The Proposed Study 
SUMMARY OF LITERATURE AND JUSTIFICATION 
Schools typically rely on traditional identification methods, which tend to be 
based on teacher discretion, to identify students with elevated BER. Universal screening 
for BER, which systematically evaluates BER through a standardized process, is 
infrequently utilized by schools despite the existence of a multitude of validated tools. 
Disparities in youth mental health needs identification and service provision exist within 
the school setting that cannot be attributed differences in prevalence rates. A review of 
the academic literature on BER identification suggests that student characteristics such as 
race/ethnicity, presenting symptoms, SES, and language status could influence school-
based identification and contribute to existing disparities. The connection between school 
characteristics and mental health identification is less well studied; preliminary 
investigation suggests that school population SES and school location do not change the 
likelihood of using a systematic screening process, but less is known on how these school 
characteristics might influence traditional identification practices (Bruhn et al., 2014).  
The researcher is unaware of any academic articles directly addressing 
racial/ethnic, SES, or language-based disparities in identification rates for behavioral and 
emotional risk when comparing systematic universal screening with traditional 
identification practices. The author is also unaware of any academic research that directly 
compares a student self-report universal screening procedure to traditional identification 
practices. Finally, the researcher knows of only one article, Eklund & Dowdy (2014), that 
begins to analyze discrepancies in presenting symptoms of students identified through the 
 33 
two practices, and that study relies on a teacher report. Further investigation into potential 
discrepancies between the identification methods could bring attention to shortcomings in 
traditional identification practices and provide further support for an evidence-based 
screening procedure, particularly in schools with higher racial/ethnic minority and ELL 
populations.  
The proposed study will compare traditional identification methods for BER with 
a student self-report universal screening procedure for BER in a school setting. The study 
will include a universal screening procedure and the examination of school records of 
referrals and services received, sociodemographic data, and language status. The 
racial/ethnic characteristics, presenting symptoms, SES, and language status of students 
identified through the two methods will be analyzed for potential discrepancies. The 
proposed research questions and hypotheses based on existing literature are outlined 
below. 
RESEARCH QUESTIONS AND HYPOTHESES 
1. To what extent do traditional identification practices and a student-report 
universal screening process agree on students “at risk” and not “at risk” for 
emotional and behavioral disorders?  
Students will be categorized as “Yes, Yes”, “Yes, No”, “No, Yes”, or “No, No” 
based on whether they were identified with elevated BER via each of the two 
identification methods. We hypothesize that agreement between the two identification 
methods will be below .5. We also predict that the self-report universal screener will 
 34 
identify significantly more students than traditional identification methods. Previous 
studies of agreement levels between universal screening tools and traditional 
identification methods have reported agreement levels below 50% and that significantly 
more students were identified with a universal screening process (Eklund & Dowdy, 
2014; Eklund et al., 2009).   
2. How do levels of externalizing and internalizing problems, as measured by the 
SDQ self-report, compare for students identified as “at risk” through traditional 
identification, students identified through universal screening, and students not 
identified by either method?  
The average internalizing and externalizing score, as measured by the SDQ, will 
be calculated and compared for students “at risk” through traditional identification 
methods, for students “at risk” through universal screening, and students not identified as 
“at risk” by either method. We predict that the average level of internalizing symptoms 
will be significantly higher for students identified as “at risk” through the SDQ universal 
screener than the other two groups and that the average level of externalizing symptoms 
will be significantly higher for students identified as “at risk” through traditional 
identification methods than the other two groups. Teachers are less likely to recognize 
and refer students with symptoms of an internalizing disorder through traditional 
identification methods (Cunningham & Suldo, 2014; Pearcy et al., 1993), and self-report 
measures are more likely to accurately capture internalizing symptoms (Kovacs & Sharp, 
2014). Externalizing symptoms, which often disrupt the classroom learning environment, 
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are more likely to trigger a teacher-initiated referral through traditional identification 
methods (Bradshaw, Buckley, & Ialongo, 2008).  
 
3. To what extent do the group of students identified through universal screening 
and the group of students identified through traditional identification methods 
differ based on racial/ethnic characteristics?  
A breakdown by the race/ethnicity of students identified by traditional 
identification methods will be compared to a breakdown by race/ethnicity of students 
identified by universal screening. We predict that of all students identified through 
universal screening, the proportion of students who are Asian or Hispanic will be 
significantly higher when compared to the racial/ethnic breakdown of students identified 
through traditional identification methods.  Similarly, we predict that of all students 
identified through universal screening, the proportion of students who are white or 
African American will be significantly lower when compared to the racial/ethnic 
breakdown of students identified through traditional identification methods. Large 
epidemiological studies suggest similar rates of EBDs amongst youth in different 
racial/ethnic groups (Merikangas et al., 2010), and investigations of youth self-report 
measures have found little variation in reported problems by racial/ethnic group (Lau et 
al., 2004). However, there does appear to be a consensus that White students are more 
likely to be identified and receive services for internalizing disorders than racial/ethnic 
minority students (Gudiño et al., 2009; Merikangas et al., 2011). There is also evidence 
that African American students may be over-identified in schools for emotional 
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disturbance while Asian and Hispanic youth are under-identified (Bear, Finer, Guo, & 
Lau, 2014; Coutinho & Oswald, 2000).Given these trends, we predict that there will be 
an overrepresentation of White and African American students through traditional 
identification practices when compared to universal screening.  
 
4. To what extent do the group of students identified through universal screening 
and the group of students identified through traditional identification methods 
differ based on SES?  
A breakdown by the SES of students identified by traditional identification 
methods will be compared to a breakdown by SES of students identified by universal 
screening. We hypothesize that students from low SES backgrounds, as measured by the 
free and reduced lunch program, will be overrepresented through traditional identification 
methods when compared to universal screening. This prediction is based on evidence that 
teachers may hold more negative beliefs about low SES students (Auwarter & Aruguete, 
2008; McGrath & Van Bergen, 2015), as well as systemic factors related to parent 
engagement and teacher experience (Barbarin & Aikens, 2015; Hill & Taylor, 2004), 
which will cause low SES students to be overidentified above and beyond the increase in 
prevalence expected due to low SES as a risk factor for psychopathology. 
 
5. To what extent do the group of students identified through universal screening 
and the group of students identified through traditional identification methods 
differ based on ELL status?  
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A breakdown by the ELL status of students identified by traditional identification 
methods will be compared to a breakdown by the ELL status of students identified by 
universal screening. We hypothesize that students with lower levels of English 
proficiency will be underrepresented by traditional identification methods when 
compared to universal screening. This prediction is based on the belief that, in general, 
teachers’ lack of multicultural competency will lead to a cautious approach with ELL 
students and subsequent under-referral for services, and that universal screening will be a 
more sensitive method for identifying psychopathology in this population. 
METHODS 
Participants 
A public middle school in the Austin area will be recruited to participate in the 
study. The school will need to have at least 132 students in 6th through 8th grade based on 
power analyses discussed below. The ideal school will be racially/ethnically diverse. 
However, the researcher acknowledges that broad racial/ethnic diversity in schools is the 
exception rather than the norm. An example of a middle school that reflects the 
racial/ethnic demographics of Austin Independent School District (AISD) is Fullmore 
Middle School, which has 997 students and is 66% Hispanic, 22.4% White, 6.2% African 
American, 2.6% Asian, and 2.4% two or more races. Fullmore Middle School is 28.6% 
English Language Learners and 64.2% socioeconomically disadvantaged. A school of 
this size and diversity would allow adequate power to examine all of the outlined 
research questions. If the researchers are not able to work with a school with this level of 
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diversity, the number of racial/ethnic groups that are included in analyses may need to be 
limited based the demographics of the participating school. 
  All students in 6th, 7th, and 8th grade will participate in the study as a part of the 
universal screening process. Exclusion criteria include a moderate or more severe 
intellectual disability, which could compromise the student’s ability to self-reflect, as 
well as limited English proficiency for students whose first language does not have an 
available version of the SDQ. The SDQ is offered in 78 different languages, so the 
researchers do not anticipate any participants will be excluded based on this criterion.  
Procedure 
The researchers will work with the participating school to conduct a universal 
screening procedure roughly six weeks into the school year. Once the school and 
researchers have agreed on an appropriate date and time of the school day for screening, 
the researchers will go to the school to facilitate the screening sessions. Each student will 
complete the SDQ self-report, which should take approximately 5-10 minutes. At the 
start of the session, teachers will be asked if any students need the Spanish version of the 
SDQ. Students who are not able to complete the SDQ independently due to reading 
difficulties or a disability will have the screener privately read aloud to them by a 
research assistant. Make-up dates will be scheduled for students who are absent during 
the screening session.  
Due to the universal nature of the screening process, it is not required that 
families consent to this initial student participation. However, a protocol will be 
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established to ensure the confidentiality of sensitive student data. Data collected during 
the screening process will not leave school grounds until all identifying information has 
been replaced with participant ID numbers. At that point, each student’s SDQ responses 
will be entered into a statistical software package and classified as either “at risk” or “not 
at risk” based on their overall Total Difficulties score. Each student’s scores for the 
Emotional Symptoms and Conduct Problems subscales will also be compiled.  
In the spring of the same academic year, the researchers will work with school 
staff to collect school records on student characteristics and identification status. The 
study will adopt similar criteria to those used by Eklund et al. (2009) to determine if a 
student has been identified with elevated BER by traditional identification methods.  In 
the Eklund et al. (2009) study, children were considered identified if there had been a 
referral to the child study team, a referral for special education testing, current enrollment 
in special education, or the receipt of non-special education services. The only 
modification to the criteria for the proposed is the exclusion of purely academic referrals 
or services. A student will be considered “identified” by traditional identification 
methods if there is a behavioral and/or emotional component to any of the following: a 
referral to the school’s child study team, a referral for testing for special education 
eligibility, current enrollment in special education, or the receipt of non-special education 
services such as general-education counseling or in-class accommodations. At this time, 
student racial/ethnic data will also be collected from the school’s student data system. 
Schools typically keep student demographic information organized in a central 
computerized system, including all of the data relevant for this study. Data on SES will 
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be collected using free and reduced lunch as a proxy variable. Currently in Texas, a 
family of four is eligible for reduced meals if the combined income is under $44,955 and 
they are eligible for free meals if their income is under $31,590. The final student 
characteristic that will be collected is language status. Students in Texas are classified as 
ELLs according to the Texas English Language Proficiency Assessment System 
(TELPAS). The test assesses English language proficiency of K-12 ELLs in four 
domains: listening, speaking, reading, and writing. A single composite proficiency rating 
is created from these four domains. Every student will be classified by their proficiency 
rating: beginning, intermediate, advanced, or advanced high. All students who have either 
placed out of the ELL designation or are native English speakers will be classified as 
non-ELL.  
By the end of the academic school year, the researchers will have the BER status 
based on the universal screening process, the identification status based on traditional 
identification methods, self-reported internalizing and externalizing symptoms, and the 
racial/ethnic background, SES, and language status of each student in the school. 
Students who permanently leave the school after the universal screening process will be 
removed from the data set. Data from D.C. and Chicago public schools suggest that up to 
7-8% of students may transfer into a school after September (Whitesell, Stiefel, & 
Schwartz, 2016). To limit the potential impact of late entries and transfers, the first round 
of screening will occur roughly 6 weeks after the school year starts. At the end of the 
year, the sociodemographic characteristics of students who left mid-year will be 
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examined for representativeness of the school population. It will not be feasible to follow 
students who transfer out mid-year, which is a limitation that will be discussed below.  
Measures 
 The Strengths and Difficulties Questionnaire (SDQ) will be the primary measure 
in this study. The SDQ was originally developed as an expansion of the Rutter parent 
questionnaire by Goodman (1997). The SDQ is a brief screener of behavioral and 
emotional functioning that is appropriate for youth aged 3-16. It was developed based on 
the Diagnostic and Statistical Manual of Mental Disorders (4th edition), practical 
considerations, and factor analysis (Goodman, 2001). The 25 items cover different 
attributes, some positive and some negative, that are classified into one of five subscales: 
emotional symptoms, conduct problems, hyperactivity-inattention, peer problems, and 
prosocial behavior (Goodman, 2001). Respondents use a three-point Likert scale to report 
whether items are “not true”, “somewhat true”, or “certainly true”. Examples of items on 
the self-report version include “I get very angry and often lose my temper” and “I fight a 
lot. I can make other people do what I want”. A total difficulties score is calculated based 
on the sum of the first four subscales and ranges from 0-40; scores are classified as 
“normal”, “borderline”, or “abnormal” based on cutoff scores (Dever et al., 2012). The 
SDQ includes parent, teacher, and youth self-report forms. This study will use the SDQ 
youth self-report, which is appropriate for youth aged 11-17.  
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 The psychometric properties of the SDQ have been extensively studied since its 
creation in 1997, and substantial evidence exists that suggests the SDQ is a reliable and 
valid measure.  
The internal consistency of the self-report measure is r = .80, with subscale coefficients 
ranging from .41 to .81 (Goodman, 2001). Test-retest reliability at four to six months is 
.62 (Goodman, 2001). Confirmatory Factor Analysis in multiple studies have confirmed 
that the five factor model originally outline by Goodman (1997) is a good fit for the SDQ 
self-report (Hoofs et al., 2015; Richter et al., 2011; van de Looij-Jansen, Goedhart, de 
Wilde, & Treffers, 2011). There is evidence of strong concurrent validity with 
corresponding scales of the Youth Self-Report (YSR) version of the ASEBA (Muris et 
al., 2004). In a clinical sample that concurrently collected data with the Child Behavior 
Checklist (CBCL) and YSR forms of the ASEBA; the SDQ Total Difficulties score had a 
correlation of .83 with the YSR Total Problems and .71 with the CBCL Total Problems 
(Kovacs & Sharp, 2014). The self-report version of the SDQ has been shown to 
satisfactorily discriminate between clinical and non-clinical samples (Goodman et al., 
2003). A study of 7,912 students found significant predictive validity of the SDQ youth 
self-report form on child psychopathology over a three-year time period (Goodman & 
Goodman, 2009). The sensitivity of the self-report form is .23 and the specificity is .94 
based on the original cutoff scores proposed by Goodman (Jenkins et al., 2014). The 
Spanish version of the SDQ self-report also appears to have adequate internal consistency 
(.75) and supports the same five-factor structure as the English version (Ortuño-Sierra, 
Fonseca-Pedrero, Paino, Sastre i Riba, & Muñiz, 2015).  
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 There appear to be several limitations to the SDQ youth self-report that should be 
noted. The reliability of the Peer Problems scale appears to be questionable (Robert 
Goodman, 2001; Kovacs & Sharp, 2014). The sensitivity of .23 for the youth self-report 
version is lower than would be desirable. However, given the context of its usage as a 
screening tool, the low sensitivity does not mean that it is not a useful tool. Finally, 
despite being frequently cited as a universal screening tool, the researcher found a limited 
number of studies using the SDQ as a school-based screening tool and is not aware of any 
published studies in the United States that examine the self-report version at the middle 
school level. 
Statistical Analysis 
Hypotheses 
1. We hypothesize that agreement between the two identification methods will be 
below .5. We also predict that the self-report universal screener will identify 
significantly more students than traditional identification methods. 
2. We predict that the average level of internalizing symptoms will be significantly 
higher for students identified as “at risk” through the SDQ universal screener than 
the other two groups and that the average level of externalizing symptoms will be 
significantly higher for students identified as “at risk” through traditional 
identification methods than the other two groups. However, given that youth with 
elevated symptoms in one category are more likely to be higher in the other 
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category, it is possible that the effects of any potential discrepancies in 
identification method will be canceled out.  
3. We predict that of all students identified through universal screening, the 
proportion of students who are Asian or Hispanic will be significantly higher 
when compared to the racial/ethnic breakdown of students identified through 
traditional identification methods.  Similarly, we predict that of all students 
identified through universal screening, the proportion of students who are white or 
African American will be significantly lower when compared to the racial/ethnic 
breakdown of students identified through traditional identification methods.  
4. We hypothesize that students from low-SES backgrounds, as measured by the 
free- and reduced lunch program, will be overrepresented through traditional 
identification methods when compared to universal screening. 
5. We hypothesize that students with lower levels of English proficiency will be 
underrepresented by traditional identification methods when compared to 
universal screening. 
Preliminary Analysis 
 Question 1, which addresses the agreement between the two identification 
methods, will be analyzed using a Cohen’s kappa coefficient. This coefficient is a 
measure of inter-rater agreement for categorical data, which in this context is “at risk” or 
“not at risk”. The kappa coefficient provides the level of agreement greater than that 
expected by chance.  Question 2, which compares internalizing and externalizing 
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symptoms amongst three groups, will be analyzed with a one-way ANOVA. A one-way 
ANOVA compares the means of two or more independent samples. Assumptions of 
normality, independence of observations, and homogeneity of variance will be analyzed. 
All comparisons between traditional identification methods and universal screening 
(questions 3, 4, and 5), will be conducted using a chi-squared goodness of fit test. The 
chi-squared goodness of fit test compares observed frequency distributions with a 
theoretical distribution. For questions 3, 4, and 5, the frequency expected will be based on 
the results of the SDQ universal screener, which will be considered the “true” indicator of 
psychopathology in the sample. The frequency observed will be the students identified 
via traditional identification methods. A significant result, which would occur if the 
calculated chi-squared test statistic exceeds the critical value, would suggest that the 
distribution of observed frequencies significantly differs from the theoretical distribution 
expected.  
Post Hoc 
Significant results in a chi-squared goodness of fit test will be followed up with 
analysis of standardized residuals as outlined in Sharpe (2015) to determine which 
differences between expected and observed frequencies contributed the most to the 
significant result. Confidence intervals will be built around standardized residuals to 
account for differing group sizes in the comparison. For a significant result in the one-
way ANOVA, post hoc analysis using a Bonferroni adjustment will be used. A 
Bonferroni correction keeps the family-wise alpha at .05 and reduces the risk of a type I 
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error. The kappa coefficient will be interpreted according to guidelines proposed by 
Landis and Koch (1977): less than or equal to 0 = poor, .01-.20 = slight, .21-.40 = fair, 
.41-.60 = moderate, .61-80 = substantial, and .81-1 = almost perfect.  
Power Analysis 
 A power analysis was conducted using G*Power software to determine the 
number of participants needed to find significant results. A power analysis for finding a 
significant chi-squared goodness of fit test requires 122 participants to obtain a moderate 
effective size (w = .3) at a .80 power level with an alpha of .05 and four groups (df = 3). 
A power analysis for finding a significant one-way ANOVA requires 159 participants to 
obtain a moderate effect size (f = .25) at a .80 power level with an alpha of .05 and three 
groups. Cohen’s kappa does not have a minimum sample size because an inferential test 
is not being conducted. Given the estimate that up to 8% of students could transfer mid-
year based on previous data, the school population will need to have at least 172 students.  
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Discussion 
SUMMARY 
 The proposed study seeks to compare traditional identification methods for 
identifying youth with elevated behavioral and emotional risk (BER) with a self-report 
universal screening procedure in a school setting. The study will explore discrepancies 
between the two identification methods, including the degree to which they 
agree/disagree on “at risk” students, the racial/ethnic characteristics of identified students, 
and the presenting symptoms of students identified via the two methods. It is expected 
that the two identification methods will frequently disagree on the risk status of 
individual students and that patterns based on racial/ethnic background and symptom 
presentation will emerge. If these hypotheses are supported, the present study could 
provide additional evidence supporting the use of a systematic universal screening 
procedure to identify BER in the school setting in order to reduce identification 
disparities.  
LIMITATIONS 
 The proposed study has several limitations that should be noted. First, the 
universal screening procedure only relies on a student self-report. There is evidence that 
the sensitivity and specificity of the SDQ are higher when multiple reporters are included 
(Goodman, Ford, Simmons, Gatward, & Meltzer, 2000). However, considerations of 
usability suggest that including only a self-report may be more feasible for schools, 
which makes the proposed study more realistic for real-world application. Second, the 
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administration of a second round of universal screening in the spring of the academic 
year would allow for investigation of the stability of screening data over time and the 
added value of a second screening timepoint. Third, there are potential areas of analysis 
that are beyond the scope of the proposed study. Analysis of agreement between the two 
identification methods for individual students (i.e. for what types of students were the 
methods most likely to disagree) could provide additional valuable information. Other 
student variables, such as age and academic performance, could provide additional levels 
of understanding of the differences between the two identification methods. Additionally, 
the use of only four major racial/ethnic categories, and the lack of a multiracial category, 
may not fully capture the nuances of race and ethnicity. Given the lack of racial/ethnic 
diversity in many public schools, it will be challenging to find a school with adequate 
representation for each group, and one or more of the racial/ethnic groups may have to be 
dropped from analysis. Another potential limitation is the inability to follow students who 
leave during the academic year. While not anticipated, it is possible that a number of 
students beyond those incorporated into the power analysis could leave the school, and 
that students who leave are not representative of the entire school. Analyses will be 
conducted on transfer students to examine their representativeness. Finally, it should be 
noted that the study is only addressing one part of the process of providing appropriate 
mental health services based on need. There is evidence that screening-triggered referrals 
are less likely to result in caregiver consent than teacher-initiated referrals (Guo, Kim, 
Bear, & Lau, 2017). Schools will have to go beyond problem recognition and engage 
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families in the referral process for the results of a universal screening procedure to lead to 
better outcomes for students.   
STRENGTHS 
 The proposed study has multiple strengths that make it a potentially valuable 
contribution to the field. First, it uses a tool, the SDQ self-report version, that is both 
well-validated and understudied in the context of universal screening. Despite numerous 
academic articles validating its usage, the researchers are unaware of any academic 
studies using the self-report version of the SDQ as a universal screening tool in schools. 
Second, the proposed study will add to the literature on student self-report universal 
screening, which is relatively understudied compared to teacher-report universal 
screening. There are reasons to believe that a self-report measure may be a more valid 
and time-efficient approach to universal screening, and this study will meaningful 
contribute to that discussion. Third, the proposed study asks a basic but mostly 
unanswered question: is the new direction in the field of identifying student BER 
(universal screening) more effective than the status quo (traditional identification 
methods)? The researchers believe that taking time to ask these fundamental questions 
will help inform future directions of research within the field. Finally, a strength of the 
proposed study is its usability in the real world. The measure used in the study is both 
cost- and time-efficient. If the study does show that a student self-report universal 
screener adds value to traditional identification practices, schools could implement a 
similar process with relatively few resources and training. 
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IMPLICATIONS AND FUTURE RESEARCH 
 The results of this study could have implications for real-world practice and future 
research. Every school is tasked to at least some extent with identifying BER. Therefore, 
the results of the study have implications for all schools. The results of this study will 
meaningfully comment on the degree to which the emerging best practice of universal 
screening is effective at reducing disparities based on student racial/ethnic background 
and symptom presentation. If evidence emerges that universal screening does 
significantly reduces disparities, there is an additional compelling reason for school 
administrators to move towards systematic universal screening. For school administrators 
that cite concerns about inadequate resources to provide mental health services, the 
results of this study could help the school more effectively advocate for necessary 
resources. Any changes in school policies on BER identification can and will have an 
impact on the student body. Although identification does not guarantee appropriate 
treatment, it is a necessary first step.  
 If the results of the proposed study are compelling, future research should seek to 
replicate and expand on this study’s findings. Future studies could explore similar 
research questions at the high school level, in racially/ethnically homogenous schools, 
and with the use of other validated self-report measures. Promising results from this study 
could encourage an increased focus on self-report measures to complement the current 
focus on teacher-report measures in the academic literature. Finally, future research could 
explore the integration of self-report universal screening with traditional identification 
methods to maximize the likelihood that student mental health needs are identified. 
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Ideally, the strengths of each system could be utilized to create a comprehensive system 
that is more effective than either approach on its own.  
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